
whereas left ventricular contractility was preserved. These
lasting haemodynamic gains are certainly responsible for the
significant improvement in the NYHA class recorded at the
latest follow up and the five year survival rate of 93 (5)%.

We consider that these satisfactory outcomes reflect the
routine use of echocardiography, advancements in the quality
of care offered by the cardiologists, microbiologists, anaes-
thetists, and intensive care specialists, and the familiarity of
surgeons with MV repair techniques. Accumulated experi-
ence with various MV repair procedures probably encourages
an earlier surgical intervention in the disease process before
irreversible haemodynamic compromise and extensive patho-
logical damage of the MV set in.

In conclusion, this study shows that MV repair for active
culture positive IE is associated with low mortality and
provides good freedom from recurrent infection, freedom
from repeat operation, and survival. Hence, every effort
should be made to repair infected MVs and valves should be
replaced only when repair is not possible.
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